INTRODUCTION Many doctors, across grades
and specialities, supervise or advise students and juniors undertaking elective placements. Electives form part of medical curricula on a worldwide scale. The Medical Schools Council (MSC) Electives Committee in the UK identified a gap in the current literature in relation to provision of comprehensive recommendations for the design and management of undergraduate elective programmes. Electives afford many known benefits for medical and other health care students, but the context, and risks (impacting potentially on patient, public and student well-being) are usually different from those associated with 'home' clinical placements.
AIM
The aim is to share experiences and good practice within UK Medical Schools, and inform and inspire others involved with similar programmes across the globe.
METHOD This paper reports the results of the formation of a sub-group to draft a set of recommendations, drawing on the reported experiences of academic elective leads across all UK schools, and including input from the MSC, and the student group Medsin (to capture the learner voice). The final document was the result of a national consultative process of four iterations. The end document was approved at school level, e.g. by curriculum committee, by each of the participating schools.
RECOMMENDATIONS The recommendations
consolidate the experiences of 30 participating UK medical schools. The consultation process generated 17 pre-departure recommendations, seven during elective recommendations, 11 post elective recommendations and a further four recommendations relating to infectious disease.
CONCLUSION We believe developing elective programmes using collective recommendations will provide a basis for a safer and more structured approach to a medical elective without losing the uniqueness and creative experiences valued by participants. Issues relating to undergraduates leaving their home school to experience medicine in a new context or country replicate across sites, so many recommendations will be transferable internationally.
actions within medical schools BACKGROUND AND RATIONALE In this issue of Medical Education, the journal commemorates The Edinburgh Declaration. 1 Published 30 years ago, the very first recommendation from that report indicating how medical education could be improved was to "Enlarge the range of settings in which educational programmes are conducted to include all health resources in the community, not just hospitals alone." Electives are one such way through which medical schools train students through a variety of settings that have become a well established component of medical and other health care curricula across the world. For the purposes of this report 'elective' is defined as an extended health care experience organised by the students, while aligned to the requirements of their respective programmes. Electives usually involve student choice in terms of content and location, with participants often, but not always, seeking to experience health care in an international context. 2 Undergraduate electives in the UK, as elsewhere, date back to the 1970s 3 and are popular with learners, often being perceived as an exciting and stretching opportunity, whether they are research or experientially based in a clinical setting. Up to 80% of UK students arrange their elective in another country, with 40% choosing exposure to lowresource settings. 4, 5 International electives have been shown to foster the development of new knowledge (e.g. tropical medicine), promote cultural competency, raise awareness of global health issues 6 and encourage positive attitudes towards working with underserved populations. 7, 8 The benefits of elective learning experiences, at home or abroad, to future doctors are acknowledged culturally and reflected in evaluations and published literature.
9-11 A well-organised elective offers a rewarding experience, equipping the learner with new skills, consolidating prior learning, facilitating professional and ethical development and aiding maturation. It can promote reflection, foster appreciation of social determinants of health and encourage independent practice. In addition, students may choose an elective to test a potential career option. 12 However, in some settings the educational experience may be compromised if students are exposed to health risks, 13, 14 including infectious disease, ethical dilemmas [15] [16] [17] or other adverse events. 18 Although institutions appear to value hosting students from other countries, concerns have been raised about resources, student behaviour, differences in expectations and inequitable exchange. [19] [20] [21] [22] Although this report is from the UK, the shared experiences of academics and support teams whose students leave the 'home' site to experience a health care context elsewhere means themes presented above have resonance internationally.
The organisational and coping skills required, along with the need to demonstrate flexibility and develop resilience, arguably help prepare students for the realities of working as a junior doctor. Uniqueness and creativity of experience and freedom to choose are considered as being at the heart of many international medical elective choices. However, although desirable, it is such qualities that engender challenge for the medical schools responsible for both the educational achievement and personal welfare of their students. Medical schools globally will recognise the difficulty of assuring quality when placements fall outside of their direct supervision. A more structured approach and better collaboration have been suggested as strategies to maximise educational benefits and reduce negative impact on students and host communities. 23 Other initiatives have been reported, examples being a global health course, 24 case-based discussions of ethical scenarios, 25 post-elective workshops 26 and debriefing sessions, 27 but the majority are at local or individual school level. In some cases, partner school networks 28 have been established. One international group of educators developed guidelines aiming to address ethical issues in global health training at various stages of education, 29 but aside from a Canadian postgraduate consensus on pre-departure training and debriefing, 30 the literature is short of collective agreements.
More guidance, based on cumulative wisdom and shared experience, might therefore support medical schools in best managing their electives. In the UK the General Medical Council (GMC) previously acknowledged that given the nature of studentarranged placements: 'It would not be reasonable to expect medical schools always to undertake the type of activities set out in Tomorrow's Doctors 31 in relation to electives'. For example, no single school can be expected to consistently quality assure, or monitor via visits, potentially hundreds of different placements for individual students across the globe, a concept certainly not unique to the UK. This raises questions, and a challenge for all schools (UK and elsewhere) is how to manage them. Here the GMC and other organisations, such as the British Medical Association (BMA), offer advice 32 and guidance 33 covering most components of undergraduate medical education, but the difference between electives and home placements is acknowledged and the majority of advice, although in some parts transferable, is not elective specific. National student groups such as Medsin-UK have similarly recognised this, calling for more specific guidance on student electives. 34 The literature does contain tips schools can access related to, for example, making the most of an elective, 35 but overall collaborative guidance is limited.
Therefore, the Medical Schools Council (MSC) Electives Committee identified a need for a national consensus document offering recommendations from their own experiences of best practice for undergraduate medical electives. This national group comprises leads from all UK medical schools with elective programmes (n = 32) meeting every 6 months to share best practice, foster crossinstitutional learning, encourage research partnerships, develop systems and materials, maintain student safety on electives, agree values, generate guidance and discuss standards. The MSC Electives Committee acknowledges the heterogeneity of elective programmes nationally, in terms of timing within the curriculum, duration of experience, resources, geographical emphasis (developed or developing; home or away from home), learning outcomes, supervision levels and preferences for summative versus formative assessment. To that end the objective here is to provide a point of reference, by recommending inclusions that could be relevant to all schools, but that are flexibly applicable at each one in line with their own programme requirements. Collectively we also acknowledge that we cannot transfer existing processes governing quality assurance in our home institutions to partners and hosts abroad. However, we do believe there are aspects of the experience that schools can influence, which should help students to be confident, prepared and as safe as possible.
A final guiding principle for this document is the desire to retain the spirit of the medical elective, perceived as incorporating freedom of choice, creative thinking, motivation, being well rounded, and an opportunity for students at individual and institutional levels to get the best from the experience. The Committee also believes that principles such as the benefit of students sharing experiences, learning from others, self-preparedness and awareness of impacts on self and on others are important.
In light of the above, the MSC Electives Committee undertook a consultation exercise (with academic, administrative and student representation) with the aim of discovering the national picture and seeking to consolidate recommendations in relation to extended student-arranged health care placements. Dowell and Merrylees 23 reported that 'electives are a highlight of clinical training but probably often represent missed opportunities', a position this paper sought to address. We present the methodology used to establish consensus, followed by recommendations for (i) pre-departure and planning, (ii) during the elective and (iii) after the elective. We include an additional note (iv) specific to infectious disease, and end with conclusions and recommendations for the future. These are intended to help to align practice across the UK, but also to inform and provide a point of reference for non-UK institutions.
METHODOLOGY
The MSC Electives committee meets twice annually: a full-day educational meeting in spring and an autumn 2-day event comprising an Annual General Meeting (AGM) and a national conference. The need for recommendations nationally was established at the 2014 conference, where academic and clinical leads and administrators began to identify areas of common interest. By April 2015 an agenda was formalised, and Medsin-UK gave a presentation of their own set of student-generated recommendations to capture the national student voice.
A subgroup comprising five schools (Birmingham, Newcastle, Imperial, Warwick and Nottingham) was established, and tasked with researching any currently available information on elective standards and guidelines, and devising an initial recommendations framework, drawing on contributions from the 2014 AGM, conference and subsequent meetings. This group comprised the four authors here, plus a fifth (remote) advisor. Initial decisions for inclusion were made during a face to face 1-day meeting, drawing themes from (i) the literature, (ii) a list presented by Medsin and (iii) reports from past committee meetings. This generated a working framework. This framework was presented to attending leads (n = 21) at the November 2015 AGM, for comment, clarification and addition. All new suggestions were included. No items were contested, so no 'voting' system was required.
This version was subsequently circulated by e-mail to all of the committee's active UK elective leads (n = 30) for further comments, which were returned in writing to the steering group. These comments informed a third iteration, circulated back to all of the leads to present to their respective colleagues and curriculum committees. Tracked changes were left in the document so that all leads had clear visibility of the document's evolution.
Feedback from stage 3 informed the final (fourth) iteration, presented here. Decisions were therefore collective across the 30 participating schools via their nominated lead. This version has been approved by all schools involved in the consultation process described above. The approval processes varied by school, but was often by presentation of the document to the dean or curriculum committee.
Resulting recommendations, therefore, consolidate the experiences and aspirations of 30 participating UK medical schools. The consultation process generated 17 pre-departure recommendations, seven within-elective recommendations, 11 postelective recommendations and a further four recommendations relating to infectious disease. RECOMMENDATIONS (A) Before the elective: preparation 1. Medical schools should provide written guidance on their elective programme (via a handbook or online resources) to all relevant years of the medical course and all associated staff, and provide opportunities for the student body to learn early in the course about elective requirements and expectations. We recommend students be introduced to the elective programme at least 18 months before departure.
2. The handbook or online resources should contain:
outcomes for student electives; how outcomes relate to school, college and GMC outcomes; transparent assessment criteria (presented as an assessment summary statement); clear direction relating to elective programme requirements and milestones; clear information about supervision (including where the student, as opposed to staff member, is responsible); confirmation that insurance requirements must be checked by the student and complied with; instructions for students on how to report attendance at their elective; health, safety, illness and risk assessment information (personal, environmental and clinical, including vaccines); reference to other risks (sexual assault, drugs, etc.); information on how to raise a concern about a placement, staff member or peer; key contact numbers; and confirmation of the consequences of failing to reach any required standards (e.g. meeting outcomes and passing assessments).
3.
A briefing document for supervisors should be available before they agree to be involved, providing an overview, as well as their responsibilities to the student and programme, and expectations of what input and time commitment is required from them. 4 . A briefing for students is recommended, where possible with input from students who have undertaken placements in the previous year(s). Students should be encouraged to research the language, health care system and culture of prospective hosts. Issues relating to communication (e.g. patient, team and peer) while on placement, including raising concerns, should be highlighted.
5. Students should be advised to consider ethical issues in their elective plan (e.g. the extent to which their presence is a resource burden or asset to their hosts). They should be offered the opportunity to reflect on their own competency level (e.g. with their supervisor or in groups), and should be advised to be aware of the limits of their knowledge as well as their responsibility to be aware of, and have respect for, the host's culture. Ethical considerations are outlined in the International Code of Ethics of the World Medical Association (WMA) 36 and the BMA Toolkit 33 and these may also be used as a helpful resource.
6. Medical schools should plan sufficient time for electives in curriculum timetabling. A minimum of 4 weeks provides opportunity for a meaningful learning experience, sufficient time to become accustomed to local practice and integrate into a new team, and scope to achieve a student project aim. For electives outside of the UK students should factor in travel and acclimatisation time, to ensure that the full elective period is spent actively working on site.
7. Where it is necessary to split an elective between geographical locations, the minimum period in any one institution or location should be 2 weeks, and the travel period between locations should be identified to assess the impact on relocation and acclimatising to the second venue. A robust justification should be offered for being placed at two or more sites. For example, a student cannot 'compare health care in the UK with health care in India' if they spend 6 working days in each location and the rest travelling, etc.
8. Medical schools should ensure, in so far as is possible, that students only carry out elective placements that provide access to on-site support and supervision by a suitably qualified (or experienced) professional working in a healthrelated field.
9. Medical schools should have processes to review and give feedback to students on the (usually academic) justification for the proposed elective placement before they travel, to enable reflection and adjustment ahead of departure.
10. Where research projects comprise the major component of the elective, the schedule for analysing and writing up or publishing should be included in writing in the student's planning, and access to research ethics advice should be available if required.
11. Medical students should be guided to access Foreign and Commonwealth Office (FCO) advice for travellers to other countries, and to follow this advice at all times. If necessary, they may be required to discuss this with their medical school during the period of planning the elective. Where the FCO offers alerts, students should sign up for notifications relating to their host country.
12. Medical schools should provide guidance on medical indemnity and insurance that may be required for the elective. They should explain any institutional travel insurance if provided, and the type of cover that the institution does not provide (which may include malpractice cover, curtailment of elective because of examination failure, etc.). Although personal travel outside of curriculum time or requirement is not an elective (so on a different basis), schools could advise students to book additional insurance if they plan to precede or follow their elective with a holiday or leisure travelling.
13. Students should undertake a risk assessment for their elective (and also be encouraged to think about additional risks of any holiday component associated with the elective's location). The elective placement risk assessment should be reviewed by a staff member or nominated supervisor. It should include, as relevant, risks associated with local disease, burden of infectious diseases, travel and location (e.g. accommodation, altitude, humidity, temperature, hygiene and sanitation), personal safety, psychological factors, political context, local customs, risk of natural disaster and local practices, including religious observance, and other cultural attitudes, such as those towards lesbian, gay, bisexual, transgender and female travellers. Risk assessments should also include an assessment of post-exposure prophylaxis (PEP), specifically but not exclusively HIV and malaria, that should be taken. We also recommend that students anticipate language barriers and think about strategies for managing them.
14. British students should be required to look up contact details for the nearest British Embassy or Consular Service ahead of departure, if they are leaving the UK. International students should likewise be required to familiarise themselves with their particular Embassy, if on placement anywhere other than their home country.
15. Medical schools should have pathways in place for the provision of medical and infectious disease advice regarding occupation and travel, either via an appropriate referral process or via existing provision of services. If this is not possible internally, the school should direct students to a travel clinic or their general practitioner (GP). Schools should either provide access to information on other preventative measures including PEP (e.g. for HIV and malaria) or check that students have their own pathways for PEP provision researched and in place. 16 . Medical schools should advise students (ahead of the study period) to familiarise themselves with an appropriate mechanism to report in a timely way any adverse situations, accidents and near misses. This could involve direct communication with the insurance company about a serious incident or with a designated contact on the elective team for a less acute situation.
17. Students should be required to check the elective host provides a named individual responsible for ensuring the placement takes place, including the completion of an attendance and performance report at the end of the elective.
(B) During the elective: contact and conduct 1. During the elective medical schools should have access to students' personal details and next-of-kin information on their institutional systems, and any relevant pre-elective paperwork. Students should be encouraged, while on placement, to update any changes to their contact information in a timely manner.
2. In the situation of a serious event arising whilst the student is on elective placement, medical schools should have a protocol in place that outlines necessary actions by staff. This may include action at the university level in order to manage potential public exposure.
3. During the elective students should reassess risks that they may encounter and formulate actions to minimise these risks once they have started their elective placement. They might, for example, seek advice from home or location supervisors. This should have been decided pre-departure, but can be reinforced through other communications during the travel period.
4. Schools should support project content change reported to them during electives by students as a result of on-site circumstances outside of the student's control or different to their expectations during the placement. Examples are allocation to a different specialty, research access or approval being different to that expected, site changes, etc.
5.
Before the elective placement students should receive information on how to communicate with their home institution in the event of an unforeseen emergency. During the placement use of e-mail or phone communication with the core administrative or academic staff (with addresses and numbers available online and stated in the handbook) is the obvious route, and should be available to students. Given differences in time zones and office hours 'out of (UK) hours' contact advice also ideally needs to be provided. This could be the student's insurer's own emergency team, or where viable a member(s) of university staff, who would then alert relevant personnel in the medical school. As it may well not be possible for an individual staff member to be contactable 24 hours a day, schools could consider alternatives, such as a telephone triaging service that facilitates school notification, or students researching local emergency numbers as part of their advance risk assessment.
6. Should a less urgent matter arise during the elective placement students should use contact details provided pre-departure or cited in the handbook. For these instances, a process should be in place that informs an appropriate member of staff of the student query within 24 hours during working days.
7. Students should be advised to seek opportunities to reflect and report on the skills and knowledge gained during the course of their placements.
(C) After the elective: debrief, assessment, reflection . . .
1.
Medical schools should ensure that a process is in place that encourages students to actively engage in reflection on their elective experience following return from the placement. This may involve the writing of a reflective report, presentation of a case or poster, or attendance at a tutorial or supervision meeting.
2. Schools may, but need not, summatively assess elective reports. Formats may include reflective reports, data collection, editorials and literature reviews, depending on the specific learning outcomes of the curriculum. Other methods (e.g. posters or journal entries) can be used. Where assessment is credit bearing, as with other programme components, schools must make their assessment criteria available and a monitoring process should be in place to review scoring consistency.
3. Students should submit any required summative or formative reports on their elective experience, provide attendance reports and complete any other post-elective reports required by the medical school or university, such as accident summaries, health questionnaires, exposure to TB, etc. The school should ensure that deadlines are clear and that submissions are monitored. 4 . Feedback on assessed work should be provided by the school, to the student, in line with the university's code of practice.
5. Medical schools should ensure that any health issues that they are notified of that have arisen during the elective are reviewed and appropriate action taken, including, as with any routine occupational health course process, advising students on their actions at their next academic placement or Trust (post-qualification if the elective is at the end of the course).
6. A process should be in place for collection of information on adverse events, with further dissemination of this information to other medical schools, where relevant. Medical schools should actively promote a culture that encourages students to report adverse events experienced whilst on elective placement.
7. Medical schools should request a report from host supervisors on the performance of students during the elective placement, which should also encourage feedback regarding any concerns about professional conduct.
8. Medical schools should offer access to a face to face general debriefing on individual electives. There should also be opportunity for students to discuss any adverse situations that arose (with whom would depend on the nature of the event, e.g. whether it was academic or welfare related). Where such issues are at the institutional level, this will allow the electives team to advise on subsequent placements with the host.
9. It is recommended good practice to routinely evaluate the experiences of students, supervisors and hosts (including the resource impact of having students present) in order to inform future development of the medical school's elective programme.
10. Schools should collate useful resources and information offered by students after their electives, along with sample reports (with consent for use for this purpose), and make them available to future students.
11. Medical schools could consider how they would periodically review institutions their students visit on electives, in recognition that these can comprise higher-risk elements in comparison to most other undergraduate student placement activities. Suggested methods include evaluation of student reports, debriefing returning students, the sharing between schools of adverse issues arising, feedback from returning students and alumni, and site visits when these would be felt to improve the management of the elective at those institutions (e.g. where there is an exchange in place).
Specific recommendations on issues of exposure to disease and psychological health

Exposure to disease
Medical electives in resource-poor settings with a high risk of exposure to infections are common. Examples of exposure include tuberculosis, HIV or viral hepatitides (blood-borne viruses or BBV) and may also include tropical infections unfamiliar to the average UK medical student (for example schistosomiasis). Experience in those areas is often actively sought to get a more rounded experience. However, outbreaks of infection (e.g. Ebola in West Africa) or the emergence of serious viral respiratory or systemic infections (e.g. SARS or MERS Co-V) may prevent students from travelling to those countries or engaging with patients whilst in an at-risk country. This may require changes to elective plans at short notice or additional advice (such as in the case of the recent emergence of Zika virus infections).
Because of the risk some diseases pose to personal and public safety, the MSC Electives Committee has developed regularly reviewed information sheets for specific diseases, including tuberculosis, Ebola and the Zika virus outbreak in the Americas. These are available to elective leads through the Committee's file-sharing facility. The following strategies are recommended:
Elective students should have made a pre-travel risk assessment of the possibility of exposure to TB, BBV, viral hepatitides, HIV and other important pathogens as indicated. Elective students should have access to advice on HIV-PEP, or be informed how to obtain this advice, and guidance should be given according to the risks identified. Students should be actively reminded to take responsibility during their elective periods for minimising their risks of exposure to BBV and TB. Students should, either during or after their elective, report possible exposure to TB or BBV. Students with possible exposure should receive appropriate medical advice and follow-up.
Psychological/Mental Health
A medical elective in a different country or different health care environment can have, often unexpectedly for students, additional psychological impact, which is usually more pronounced when transitioning from a high-income to low-income environment.
2 Culture shock is the process of adjusting to different environments and is a common, possibly under-discussed, consequence of a medical elective. Factors such as language differences, lack of availability of familiar food, different styles of living, isolation, lack of utilities, changes in social activities, etc., can result in some students feeling disconnected from their new environment and lead to feelings such as frustration, irritability, anxiety, tiredness and homesickness. Adaption to a new environment is a lengthy process (many months), which means students will not, and should not be expected to, fully adapt during an elective. On returning to the UK there is also the potential for students to experience reverse culture shock (in re-acclimatisation).
Exposure to traumatic clinical experiences (e.g. high mortality rates because of limited resources) compounds the psychological stress of 'culture shock', as many students witness events (type and frequency) that would not be encountered in UK medical practice.
Recommendations are that:
Students should be made aware prior to departure of the psychological and mental health stress a medical elective can expose them to. This could be, for example, in discussion with their supervisor, reflected on as part of their risk assessment, or included in a lecture, handbook or other teaching. Students should have thought about how to minimise and manage psychological and mental health factors that might relate to their elective. This could be included in their pre-departure risk assessment. Opportunities within the medical school should exist for students to have debriefing should a psychologically traumatic adverse event occur during the elective, in the clinical enviroment or outside it. They should be encouraged and facilitated to report such events confidentially to their home institution, in order to be offered support by their university's welfare, support or counselling services on return.
CONCLUSION
Medical electives form an integral part of the medical curricula of UK medical schools, and those worldwide, offering a unique and individual experience for medical students. We have set out a consensus document to offer recommendations to all UK medical schools. It incorporates guidance on risk assessment and on overall management of the elective period before, during and after electives to provide safeguards for students and their elective host environment. We believe that these recommendations can be considered by all UK medical schools, and that they are in accord with educational aspirations set out by universities, the GMC and the BMA. Issues for future consideration are the benefits of bilateral exchanges (reciprocal relationships) and development of incoming elective opportunities in medical schools where such programmes do not currently exist. We believe developing elective programmes using collective recommendations will provide a basis for a safer and more structured approach to a medical elective without losing uniqueness and creative experience, both in the UK and beyond.
Contributors: CW: concept, method design, introduction, literature review, first draft production and editorial team lead. MB: recommendations, collation of pre-elective items from the national group and this section write up. BF: recommendations, collation of elective items from the national group and this section write up. MS: initiation of contributions, recommendations, collation of post-elective items from the national group and section write up, plus initial design and infectious disease advice. All authors: iterations 2-3, proofing and revising. All authors: committee and subgroup meetings. Acknowledgements: The Medical Schools Council (MSC), Medsin-UK ('Global Health, Local Issue'). This document is the result of members of the MSC UK Electives Committee sharing ideas and examples of good practice with each other. It is being disseminated more widely in the hope that medical elective programmes elsewhere might find it useful for discussion or reference. Medical elective representatives from the UK Medical Schools below contributed to the discussion and the proposing of recommendations, and are working individually and collectively to continuously improve the elective experience for students and hosts This was an educational evaluation and consensus exercise, not a research study, so no 'subjects' were recruited. The recommendations did go to the curriculum committee, or equivalent, of each participating school to ensure that permissions for the listing of schools (x 30) as contributors were robust.
